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A B S T R A C T   

Introduction: Skin picking disorder (also known as excoriation disorder or dermatillomania) is a common mental 
health disorder currently classified as an obsessive-compulsive and related condition. Despite being first 
described in the 1800s, very little is known about its phenomenology and clinical presentation. Most information 
about this disorder to date is based on online surveys rather than in-person assessments. 
Methods: Clinical and demographic data were collected from individuals with skin-picking disorder taking part in 
research studies, using in-person assessments comprising validated instruments. Descriptive information was 
presented as to the nature of skin picking disorder. 
Results: The sample comprised 262 individuals, mean age 32.5 years, being 87% female. The peak age of onset of 
symptoms was 12.9 years, and most affected individuals (>90%) had symptom onset before age of 20 years. 
Typically, individuals reported picking from multiple body sites (most common was the face), and the most 
frequent triggers were stress and the ‘feel’ (i.e. texture) of the skin. Comorbidities were common, including 
trichotillomania, depression, generalized anxiety disorder, and impulsive/compulsive disorders (especially 
attention-deficit hyperactivity disorder and obsessive-compulsive disorder). The majority of people with the 
disorder (87.1%) had never received treatment. Of those who had received treatment in the past, 87% reported 
that they found the treatment helpful for their symptoms. 
Discussion: This study sheds new light on the clinical presentation and phenomenology of skin picking disorder. 
Results highlight the need for further research into its clinical presentation, longitudinal course, and treatment 
approaches.   

1. Introduction 

Skin picking (excoriation) disorder, also referred to as dermatillo-
mania and neurotic excoriation, is characterized by the failure to resist 
impulses to pick at one's own skin [1]. Skin picking disorder was first 
described by Eramus Wilson over a century ago [2]. Although skin 
picking disorder was recognized as a distinct psychiatric disorder clas-
sified in the Diagnostic and Statistical Manual Version 5 (DSM-5) under 
the category of “obsessive compulsive and related disorders”, most ref-
erences to it are limited to small case series (n < 60) that used various 
diagnostic criteria as they were performed before the DSM nosological 
system had included skin picking disorder [3–8]. Larger studies have 
had sample sizes of up to 760, but these are generally from online sur-
veys (i.e. did not include any gold-standard in-person clinical assess-
ments), also before DSM-5 and where exclusionary criteria were not 

assessed [9,10]. Only the Pirdogan et al. study [11] has been published 
after the codification of skin picking disorder in the DSM-5 and has had a 
large sample size (n = 131). 

Skin picking disorder has been described as a chronic condition [12], 
primarily affecting females [13,14] (but see [15]), with an unclear age 
of onset. Some studies have found a bimodal age of onset while others 
report tri-modal onsets in childhood, young adulthood/adolescence and 
possibly middle-age [5,6,16]. A fragmented clinical picture of skin 
picking disorder can be constructed from the literature of patterns of 
picking (e.g., some having urges while others pick due to boredom) 
[6,7], associated behaviors/consequences (e.g., feelings of gratification 
or calming) [5,7], and comorbidity with other psychiatric disorders (e. 
g., wide ranges of specific comorbidities across studies [3,5,6]); how-
ever, few of these variables have been studied together in a single large 
group of subjects using DSM-5 criteria. 
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The purpose of the present study was to use in-person interviews to 
construct a detailed demographic and phenomenological picture of skin 
picking disorder and to assess psychiatric comorbidities and family 
history in a large sample. 

2. Methods 

2.1. Participants 

Adults with skin picking (n = 262) who had participated in studies on 
the phenomenology of skin picking, brain imaging studies, neuro-
cognitive studies, or clinical trials on pharmacotherapy were included. 
Inclusion criteria for all studies were: current skin picking disorder ac-
cording to the Diagnostic and Statistical Manual of Mental Disorder 5 – 
DSM 5 (subjects recruited before 2013 were retrospectively examined 
using the DSM-5 criteria), provision of written informed consent, and 
the ability to understand the study and the consent form. Exclusion 
criteria were: bipolar I disorder or schizophrenia. Data at baseline (first 
visit) were used for the current study. The sample was enlisted in the 
metropolitan areas of Chicago, IL, USA through advertisements on the 
internet, public places and newspapers and via clinical referrals. Par-
ticipants for all studies were recruited in the same fashion. Participants 
were compensated with a gift card to local department stores. 

2.2. Ethics 

After receiving a complete description of the study, participants 
provided written informed consent. All procedures involving human 
subjects were approved by the Institutional Review Board at the Uni-
versity of Chicago. The authors assert that all procedures contributing to 
this work comply with the ethical standards of the relevant national and 
institutional committees on human experimentation and with the Hel-
sinki Declaration of 1975, as revised in 2008. 

2.3. Measures 

Participants were assessed for age, gender, marital status, educa-
tional level and racial-ethnic group (participants self-identified their 
racial group based on a single open-ended question). In addition, a semi- 
structured clinical interview was used to examine the clinical features of 
skin picking disorder. Clinical interviews were undertaken by trained 
raters using the Structured Clinical Interview for DSM [17]. 

Skin picking severity was assessed using the Skin Picking Symptom 
Assessment Scale (SP-SAS) and the Clinical Global Impression severity 
scale. The SP-SAS is a 12-item self-report questionnaire [18]. The items 
assess urges; picking behavior; anticipatory excitement/tension; plea-
sure in picking; emotional and personal problems due to picking 
behavior. The final score ranges between 0 and 48. The CGI is a 7-item 
clinician administered Likert scale to assess the severity of gambling 
disorder. The CGI severity scale ranges from 1 = “not ill at all” to 7 =
“among the most extremely ill” [19]. 

In addition, overall psychosocial functioning was quantified using 
the Sheehan Disability Scale (SDS [20]), and anxiety and depression 
were examined using the Hamilton Anxiety Rating Scale (HAM-A [21]) 
and the Hamilton Depression Rating Scale (HAM-D [22]). 

Each subject underwent a semi-structured interview to examine 
psychiatric disorders, including skin picking and trichotillomania, in 
first-degree relatives. No relatives were interviewed directly for this 
study. 

2.4. Statistics and reporting 

Descriptive characteristics of the sample are presented. 

3. Results 

The pooled sample comprised 262 people with skin picking disorder, 
of mean (standard deviation, SD) age 32.5 (11.5) years, with 228 
(87.0%) being female. 241 (92.0%) had completed to college level ed-
ucation or higher. The number and percentages of people in different 
racial-ethnic categories were: Caucasian 206 (79.9%), Mixed Race 1 
(0.4%), African American 12 (4.7%), Latino/Hispanic 21 (8.1%), Asian 
9 (3.5%), and Native American 1 (0.4%). 

The mean (SD) age at onset of skin picking symptoms was 12.9 (8.5) 
years. Of those who had ever received a diagnosis in the past for skin 
picking disorder (83 individuals, constituting 31.7% of the sample) – the 
mean age at first diagnosis had been 27.7 (14.2) years. 

As can be seen in Fig. 1, there was a peak onset of symptoms at age 
11–15 years, and this followed a fairly normative distribution albeit 
with positive skew; in addition, there was another small group of in-
dividuals (8.8% of the entire sample) with onset of symptoms at age 30 
and above, appearing to form a separate distribution on the histogram. 

In terms of clinical severity, the mean (SD) SP-SAS score was 28.6 
(6.4) and CGI-Severity 4.3 (0.7), being indicative of typically moder-
ately severe symptoms on both instruments. SDS total scores were mean 
10.2 (6.9), reflecting typically mild to moderate impairment. At the time 
of assessment, average scores of HAM-D were 4.4 (3.8) and for HAM-D 
4.5 (3.8). 

In terms of picking sites reported by the participants, Table 1 shows 
this distribution. The majority of people reported picking from multiple 
sites but not ‘everywhere’. The most commonly endorsed picking sites 
were the face and arms. Common triggers for skin picking (Table 2) 
endorsed by at least 40% of the sample were feel of skin, stress, and sight 
of the skin. Several potential triggers for picking were rarely endorsed. 

In terms of lifetime psychiatric comorbidities (see Table 3), the most 
common of these were trichotillomania (24.4% of the sample), gener-
alized anxiety disorder (21.8% of the sample), major depressive disorder 
(reported by 21.5% of the sample), and ADHD (8% of the sample). 

The status of prior treatments is summarized in Table 4. It can be 
seen that only 14.5% of patients had ever received medication treatment 
for the disorder, and only 19.1% had received any psychological treat-
ment for the disorder. 78% of affected individuals had never received 
any medication or therapy treatment for their symptoms. The most 
common pharmacological treatments that participants reported 
receiving for skin picking disorder included mood stabilizers, psychos-
timulants, antipsychotic medication, serotonin reuptake inhibitors, and 
mixed reuptake inhibitors. For psychological treatments, most partici-
pants described these as ‘talk therapy’ i.e. did not provide descriptive 
information about the exact nature of the therapy. 

In terms of family history, 113 subjects (43.1%) had at least one first- 
degree relative with a psychiatric disorder. The most common were the 
following: 58 (22.1%) reported having at least one first-degree relative 
with trichotillomania, 34 (13.0%) reported having at least one first 
degree-relative with skin picking disorder, 62 (23.7%) reported at least 
one relative with major depressive disorder, 45 (17.2%) reported a first- 
degree relative with a substance use/alcohol use disorder, 20 (7.6%) had 
any anxiety disorder, 8 (3.1%) reported a first-degree relative with 
obsessive-compulsive disorder, and 2 (0.8%) had a first-degree relative 
with ADD/ADHD. 

4. Discussion 

This study examined the characteristics of a large group of adults 
with skin picking disorder. The results showed that skin picking most 
often begins at a young age (that is, in the early teens) and that onset 
after the age of 20 years is relatively less common (8.8% of the sample). 
These data suggest that previous findings of onset in young adulthood or 
middle age, although possible, are clearly in the minority of cases. Most 
of the subjects in this sample were female (87%) and this is in keeping 
with data from clinical treatment trials (e.g. [23]) but differs from the 
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main large epidemiological study of prevalence that was conducted 
[15]. There might be a few explanations for the gender ratio found in 
this study. First, skin picking might be more common in women as these 
data reflect. The external epidemiological study, which was conducted 
using online surveys, might capture multiple levels of picking that do not 
meet DSM-5 criteria. Thus, although picking may be perhaps almost 
equally common in men and women, skin picking disorder might be 
more common in women. Second, the smaller number of male subjects 
in this study group may simply reflect a lesser tendency for men to seek 
help for skin picking disorder and therefore clinical samples skew to-
ward more females. These findings mirror those reported for certain 
other related psychiatric disorders. For example, in obsessive- 
compulsive disorder (OCD), most general population epidemiological 
studies suggest similar rates in men and women overall (or if there are 
differences, they are minor and conflicting in direction), whereas clin-
ical studies tend to recruit far more women than men with OCD [24–26]. 

In terms of picking sites, the typical person with skin picking disorder 
in our study reported picking from multiple sites, though the face was 
clearly the most common site. In prior work, the face was similarly also 
reported to be the most common picking site [9,16]. Participants re-
ported diverse triggers for picking, with considerable variation across 
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Fig. 1. Distribution of age at symptom onset.  

Table 1 
Percentage of the sample reporting picking from particular areas/sites.  

Site Percentage of sample 

Picking from multiple sites 73.8% 
Picking from ‘everywhere’ 5.7% 
Face 55.1% 
Arms 28.3% 
Fingers 23.2% 
Scalp 21.0% 
Torso 20.3% 
Legs 20.3% 
Hands 18.1% 
Back 17.6% 
Feet 10.5% 
Pubic area 2.2%  

Table 2 
Percentage of the sample reporting particular triggers for picking.  

Triggers for Picking Positive endorsement 

Feel of the skin 66.9% 
Under stress 55.2% 
Sight of skin 43.4% 
Boredom 38.2% 
Thoughts or urges to pick 38.8% 
Sedentary activities 35.0% 
Feeling anxious/worried 24.3% 
Feeling tired 5.2% 
Feeling down or sad 3.7% 
Loneliness 2.2% 
Anger 2.2%  

Table 3 
Overview of percentages of the sample with lifetime psychiatric co-morbidities.  

Psychiatric Disorder Percentage of Sample 

Trichotillomania 24.4% 
Major Depressive Disorder 21.5% 
Generalized Anxiety Disorder 21.8% 
Attention Deficit Hyperactivity Disorder 8.0% 
Obsessive-compulsive Disorder 7.3% 
Alcohol Use Disorder or Substance Use Disorder 6.1% 
Any Eating Disorder 4.6% 
Post-Traumatic Stress Disorder 2.7% 
Body Dysmorphic Disorder 2.3% 
Panic Disorder 2.3% 
Bipolar II Disorder 1.6%  

Table 4 
Percentages of the sample receiving previous treatments for picking.  

Treatment Type Percentage of the 
Sample 

Any Past Treatment for picking?  
No 78.1% 
Yes 22.0% 

Previous medication for picking?  
No 85.5% 
Yes 14.5% 
Of those who received medication, the % who found it 
helpful 

77.8% 

Of those who received medication, the % who found it 
somewhat helpful 

11.1% 

Of those who received medication, the % who found it not 
helpful 

11.1% 

Previous psychotherapy for picking?  
No 80.9% 
Yes 19.1% 
Of those who received treatment, the % who found it 
helpful 

87.2% 

Of those who received treatment, the % who found it 
somewhat helpful 

6.4% 

Of those who received treatment, the % who found it not 
helpful 

6.4%  
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people and most people reported several triggers. However, the majority 
of people (>55%) endorsed the ‘feel’ of the skin and experiencing stress 
as being key triggers. The ‘feel’ of skin being a trigger may fit with the 
idea that picking can be undertaken to “correct” something that feels 
“wrong” about the skin [9]; alternatively, and not mutually exclusively, 
picking in many cases may constitute a type of “focused” activity in 
which there is a drive to experience particular tactile sensations linked 
to grooming one's self [27]. This is also common in the related condition 
of trichotillomania, where many patients will pull out hair with partic-
ular textures and often undertake other activities to appreciate or 
experience the texture of those hairs [28]. Stress as a self-reported 
trigger for picking is perhaps unsurprising. This fits with the idea that 
body-focused repetitive activities, such as picking, can serve a function 
to alleviate heightened arousal, in many affected individuals [29]. 

Skin picking disorder is associated with several other psychiatric 
conditions in the prior literature, most notably co-occurring trichotil-
lomania, depression, and anxiety disorders. ADHD has often been 
omitted from previous assessments [15,30,31]. Here, the four most 
common comorbidities in skin picking disorder were trichotillomania 
(24.4%), major depressive disorder (21.5%), generalized anxiety dis-
order (21.8%), and ADHD (8.0%). It is also interesting that ADHD 
(8.0%) was slightly more common as a co-occurring disorder than OCD 
(7.3%) or body dysmorphic disorder (2.3%), two of the OCD spectrum 
disorders. Does this help us better understanding skin picking disorder 
nosologically? In DSM-5 skin picking disorder was included in the OCD 
chapter because of shared clinical traits. Interesting, thoughts and urges 
as triggers to picking were in a minority of those with skin picking 
disorder in the current sample. This aspect seems somewhat contrary to 
conceptualizations of skin picking as a form of OCD. 

The comorbidity data may further suggest that perhaps skin picking 
disorder and trichotillomania may belong in a category of ‘impulsive 
and compulsive disorders’. There is substantial overlap between 
impulsive and compulsive symptoms hypothesized to arise due to 
common predisposing vulnerability factors [32–35]. Of course it could 
also speak to the heterogeneity of skin picking disorder with some 
people having shared clinical and possibly biological elements in com-
mon with those with trichotillomania while others have links to ADHD 
or OCD. The high rates of comorbidity with depression and anxiety 
disorders may be an artifact of sampling, as individuals who present for 
treatment research may be experiencing higher levels of psychiatric- 
related disability, whereas those whose problems are limited to skin 
picking may be less likely to seek help even in research studies. 

The family history data add more complexity to the picture. Common 
findings in the families of people with skin picking were skin picking 
disorder or trichotillomania, depression, and alcohol/substance use 
disorders. These data again could reflect the heterogeneous familial/ 
genetic underpinnings of what drives skin picking with some picking 
characterized as affectively driven while others have an addictive 
quality to their picking. OCD was not reported as common in first-degree 
relatives and so again makes one question the concept of an OCD 
spectrum with skin picking disorder. 

In addition to nosological issues, these data also suggest that as 
common as skin picking appears to be [15], few people receive treat-
ment of any kind for their picking. In fact, only one in five people with 
skin picking disorder had received any treatment for their problem. 
Although reasons for this low percentage remain open to conjecture, the 
fact that these people came for a research study shows that in part they 
were actively seeking some type of help and so we are left with the 
impression that finding treatment was more the issue than not wanting 
treatment. Interestingly, the large majority of those who had received 
psychotherapy or medication treatment for their skin picking disorder 
found it to be helpful. We did not have access to information about the 
precise types of psychotherapies participants had received; but for 
medications, we noted that individuals reported a diverse range of 
treatments received but more commonly classes such as mood stabi-
lizers, antipsychotic medication, serotonin reuptake inhibitors, mixed 

reuptake inhibitors, and psychostimulant treatments. Only some of these 
medication classes have been evaluated in clinical trials for skin picking 
disorder [for review see [23]. It is interesting that no participants re-
ported being treated with n-acetyl cysteine, which is one of few treat-
ments with positive data from a randomized controlled trial [36]; 
however, this could reflect the relative recency of the clinical trial in 
question. 

There are important limitations to this study. First, the sample for the 
present study was recruited from a diverse group of research studies, 
with slightly varying inclusions and exclusion criteria, and the recruit-
ment method for each study may have varied slightly. Although this may 
have brought certain biases into the current study, the background 
research protocols were generally all performed with essentially the 
same major exclusion/inclusion criteria, recruitment was also generally 
done in the same fashion. Second, family history was collected from the 
participants, not the first-degree relatives. Thus, this could have over- or 
under-estimated some counts. Third, for purposes of skin picking char-
acteristics, a semi-structured clinical interview was used instead of a 
structured interview. Finally, the findings of this study may not be 
generalizable to clinical practice situations since all participants were 
part of various research studies. A large community-based study or even 
a systematic study of treatment-seeking population attending clinical 
services may add to the literature. 

In conclusion, this large scale in-person assessment of people with 
skin picking disorder shows that the disorder typically involves multiple 
sites on the body (most frequently the face), is associated with signifi-
cant comorbidity (especially impulsive-compulsive disorders, as well as 
depression and generalized anxiety disorder), and has a complex family 
history. It further shows that the vast majority of people affected have 
not received treatment; but the majority of those who had received 
treatment reported that it had been helpful. Further research on etiology 
and treatment of this disorder is clearly indicated. 
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